The particular problems encountered in epidemiological research on multiple sclerosis (MS) have been summarised by Matthews et al. They relate firstly to the lack ofany diagnostic test with acceptable specificity and sensitivity, secondly to the low prevalence of the condition, which often necessitates case finding through a range ofagencies, and thirdly to the frequently substantial interval between the appearance of initial symptoms and the confirmation of the diagnosis. The latter inevitably means the exclusion ofundiagnosed cases, as well as the inclusion ofmisdiagnosed cases in any prevalence estimate. The problems of epidemiological research in MS have recently been compounded by the necropsy finding of histopathological features of the disease in cases with no prior record ofassociated symptoms, and by recent work based on nuclear magnetic resonance imaging and other techniques which have similarly revealed multiple lesions in largely asymptomatic cases.2 3 Both these observations suggest that complete case ascertainment of MS in population based studies is unlikely, using any currently practicable techniques.
The second ofthe problems noted by Matthews et al (low prevalence) is, as the authors point out, compounded by the concurrent low incidence of the disease. Given diagnostic difficulties, incidence in multiple sclerosis is if anything even more difficult to estimate than prevalence, requiring long term observation of a large sized population. Prevalence estimates therefore assume a particular significance in spite of their known limitations.
This paper addresses one of the inherent problems of prevalence studies of multiple sclerosis highlighted by Matthews et could not be contacted by telephone, and in five cases the GP failed to respond to our request for confirmation. The sex ratio (1:3.3) and mean age (45.6 years in 1984) of the population whose diagnosis was confirmed corresponds with that ofthe original cohort (see below). The confirmatory procedure indicated that the proportions of "definite/probable" and "possible" cases were 97-3% (434) and 0 9% (4) respectively amongst those Register members on whom diagnostic information was obtained, with a further 1-3% (6) whose diagnosis was confirmed without indication of a category. Diagnosis was doubtful in an additional two cases. This compares with a mean of 83% (range 76-90%) for "probable" and 17% (range 10-24%) for "possible" diagnoses in the seven comparative studies where information is available.8-1' 13-15 Two of these studies8 11 also report cases where MS was not confirmed, even at the level of "possibility".
Results

AREA OF RESIDENCE, NATIONALITY AND ETHNICITY
The geographical location ofthe Register membership is shown in the figure, and nationality and ethnicity in tables 5 and 6. The vast majority of the members describe themselves as "British" and "white" and are residents within the UK with the heaviest concentration occurring in South and South East England. The member currently living in the USA is of A previous extensive review of our own indicated the sex ratio in multiple sclerosis to be far more variable than commonly supposed.2' The male:female ratio of Register members in the present survey was 1:3.1 against a range of reported values in the comparative studies of 1:1.2 to 1:3.3. Thus our population is at the higher end of this range. The result from our survey is in keeping with other general indications that those who join mutual support groups tend to be female, although Davoud the ARMS Register membership shows the commonly reported broad peak in the 30-59 year age group'3 although female members tend to be younger than those found in the other populations. This finding may reflect the trend towards younger rather than older membership of mutual support groups noted earlier.
AGE AT DIAGNOSIS AND DURATION
The information available from our survey of general practitioners (reported above) did not allow us to estimate the exact date or age at onset of MS for this population. Age at onset was estimated in eight of the comparative studies and duration of the condition in five of these (table 3) , although a number of problems were highlighted by the authors which suggest that results in relation to each of these variables must be treated as tentative. There is a particular problem with early mild and transient symptoms which may not initially be associated with MS.8 13 15 Lack of recall of such symptoms would result in underestimation of the mean duration for a particular population, while of MS and service provision. Davoud and Kettle7 indeed drew their entire population from the membership of the Multiple Sclerosis Society. It is important that the characteristics of those likely to be drawn from such agencies should be investigated so as to estimate the usefulness of these sources and so that possible bias may be taken into account when interpreting the results of studies which employ them.
The specific aim of this paper has been to compare demographic and diagnostic characteristics of the ARMS Register membership with the characteristics of other British MS populations. In general, on all of the variables investigated the ARMS Register population fell close to, or within the range shown by the comparative populations. Where differences were evident in the age and sex composition of the ARMS population they were in the direction that would be predicted by existing publications on mutual support groups-an apparent overrepresentation of younger and female cases. The excellent response from general practitioners in confirming diagnostic status has made it possible to suggest that in this population at least only a very small minority of self diagnoses are in doubt, although further work would be needed to establish the accuracy of the general practitioners' diagnostic categorisation. A population drawn from a mutual support organisation may then be a useful complement to other MS research populations, provided that the likely biases inherent in each are understood and inform subsequent analyses. 
